INTRODUCTION
The visiting of patients in hospital by relatives and friends is generally considered to be highly desirable. Visiting is seen as an important factor in maintaining the links between patients and the community from which they have been admitted, as well as providing opportunities for hospital staffs to discuss with relatives the condition of the patient and the possibilities of, and requirements for, discharge. In recent years, hospitals have become increasingly flexible as regards the hours during which visitors are allowed on wards. Hospitals accommodating long-stay patients have extended their visiting hours, and at some, visiting is permitted at almost any reasonable time during the day.
The extent to which patients, and especially long-stay patients, are visited is therefore a matter of some concern, and it seems important to identify those factors which have a bearing upon visiting rates. One such factor is the siting of a hospital, and in a study of visiting of long-stay Birmingham patients, McKeown, Cross, and Keating (1971) compared the experience of visitors to geriatric and psychiatric patients resident in units at three district general hospital sites with that of visitors to similar patients in other units sited (usually) nearer the periphery of the city. The mean number of weekly visits per patient was a little greater for the former type of unit; and the duration of travel by car or bus was one-third less and the cost of public transport about half.
However, it seems important to consider the effect of siting, and of other factors, upon the visiting patterns for patients in long-stay hospitals in a rural area where travelling distances are likely to be greater and public transport facilities are likely to be less satisfactory than in a city.
The county of Shropshire was chosen for the present study. This is a predominantly rural area with a population of 337,100. There are five municipal boroughs and urban districts which together contain 123,000 persons, and nine rural districts containing 214,000 people. Shrewsbury (56, 200 population) is the only major town in the area at present; a new town is being developed at Telford.
In this paper we shall be concerned with visits to geriatric patients and the siting of each of the nine geriatric units within the county, as shown in the Figure. The units differ in size, admission policies, and accessibility to their catchment areas. For reasons which will be discussed later, it is necessary to distinguish between those units which are primarily, or to a substantial degree, used for assessing the patient's needs and their subsequent rehabilitation, and those which are largely concerned with providing custodial care. 'AESSMMNT' UNITS 'CUSTODIAL' UNITS Unit A is a 25-bedded ward for female patients within the district general hospital, which is situated on the ring-road around Shrewsbury; it is primarily an assessment unit and few patients stay longer than one month. Hospital B, which has 53 beds, is also situated on the outskirts of Shrewsbury, but not on a main road, and bus services from districts outside Shrewsbury are infrequent. Hospital C, with 133 geriatric beds, is situated in a rural area 5 miles from, and on a main road to, Shrewsbury. The mean number of visits per patient decreased from 8.8 for patients who had been in residence for less than one month to 6 5 for those with a length of stay of between three and six months. The mean for the '6 months-I year' group was much lower at 3 9, and thereafter little reduction in the mean was found until the '3 years and over' group which had a value of only 2'5. A similar pattern was found when the number of visits was related to the number of patients visited in each length-of-stay category.
Finally, the number of visitors to each group of patients is shown, and it is of interest that the mean number of visits per visitor was the same (1 .6) for the first two length-of-stay categories, was only slightly less (1 5) for the five categories '2 months-3 months' to '2 years-3 years', and decreased to 1'3 for each of the two longest length-of-stay groups. group.bmj.com on June 22, 2017 -Published by http://jech.bmj.com/ Downloaded from DISTANCE. Having established that length ofstay of patients has a pronounced effect upon visiting rates, we now consider the effect of (1) the distances of patients' homes (addresses from which they were admitted to hospital) from hospital; and (2) the distances visitors had to travel. These 'crow-fly' distances were computed from the grid references of the hospitals and of the addresses given by patients and visitors.
The effect of the former distance factor has been examined by first allocating the patients to four length-of-stay groups (chosen with due regard to the differences referred to above) and to four distance groups of 8 kilometres each. The frequency distributions of visits made to patients in each of these 16 sub-sets were then obtained, and Table  IV gives the proportions of patients who received more than two visits during the week. The latter yardstick was chosen so that reliable proportions would be obtained for patients in the longest length-of-stay group (3 years and over); it has been shown that these patients received only 2 5 visits on the average.
The table shows that proportions for patients who had been in hospital for less than 2 months did not decrease with increasing distance; and the same was true of patients in the 2-6 months lengthof-stay group. For patients who had been in hospital for between 6 months and 3 years, the proportion decreased for distances greater than 16 kilometres (10 miles), and only one quarter of those patients whose homes were more than 24 kilometres (15 miles) from the hospital received more than two visits. The same pattern emerged for patients whose stay in hospital was 3 years or over, and less than one-fifth of these patients whose homes were more than 16 kilometres (10 miles) from hospital received more than two visits.
We may similarly examine the proportion of patients who were not visited at all during the week, distinguishing between those whose homes were less than or equal to 16 kilometres (10 miles) from hospital and those with homes at greater distances than this. Proportions for the two short-stay groups (Table V) The effect on visiting rates of the distances visitors have to travel is more difficult to demonstrate, since we have no information regarding the number of relatives and friends who were potential visitors to each patient. Data are available only for those who actually visited patients during the week of the study and hence there are no means of estimating how many potential visitors failed to visit and for what reason. It is possible, however, to examine the proportions of visitors who travelled various distances in order to determine the effect of distance on the number of visits made by individual visitors. These are given separately for patients in the four length-of-stay groups in Table VI. The distribution for all patients shows that nearly half the visitors travelled 8 kilometres (5 miles) or less, about two-thirds travelled 16 kilometres (10 miles) or less, and one-fifth travelled more than 15 miles. The proportion of visitors who travelled 10 miles or less increased from 56-7% for visitors to patients in the short-stay group to 81 % for visitors to patients who had been in hospital 3 years or more. Conversely, 15-6% of visitors to short-stay patients made journeys of over 20 miles as compared with only 7-3% of visitors to long-stay patients.
The effect of distance is also evident by conssidering the proportions of visitors from various distances who visited patients more than once during the week. The proportion of these patients who were not visited at all during the week was much higher for those whose homes were more than 10 miles from hospitals.
As regards the frequency of visiting in relation to distance travelled by the visitors, it was found that the proportion of visitors who travelled less than 16 kilometres (10 miles) and who visited patients more than once during the week was about three times as great as the corresponding proportion for visitors travelling more than 32 kilometres (20 miles). The geographical disposition of potential visitors in relation to a hospital was unknown, as was the availability or otherwise of convenient methods of transport for each visitor. However, the proportion (43 %) of visitors who travelled distances greater than 16 kilometres (10 miles) to visit shortstay patients was almost twice the corresponding proportion (23 %) for visitors to patients with durations of stay of 6 months or more. This finding suggests that potential visitors living at relatively long distances from the hospitals were more prepared to make the effort to visit short-stay patients than were those visitors at similar distances with long-stay patients to visit. However, units for longstay patients are well distributed throughout the county (Figure) so that these patients tended to be in hospitals located relatively near to their relatives and friends; 78 % of such patients were in hospitals within 16 kilometres (10 miles) of their homes. On the other hand, short-stay patients were more likely to be in hospitals with assessment facilities available but further removed from the patients' homes, as is evident from the fact that only 63 % of such patients were in hospitals within 16 kilometres of their own homes.
These results have a bearing upon the siting of hospitals and units for geriatric patients in that (1) it is necessary to distinguish between patients requiring assessment and rehabilitation from those requiring custodial care; and (2) from the point of view of visiting, the former category of geriatric patients can be accommodated within any reasonable distance (up to 32 kilometres) of the community from which he or she was admitted, whereas longstay patients need to be accommodated in units within 16 kilometres (10 miles) of their own homes and of their relatives and friends. 
